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Abstract 
Background: To assess the outcome after surgery 
of recurrent lumbar and sciatic pain in a patient 
population where long term nonsurgical measures 
have failed. 
Methods: Out of 145 lumbar discectomies , 21 
patients underwent reoperation after failure of 
lumbar disc surgery to relieve pain.  All patients 
underwent MRI lumbosacral spine and when 
needed enhanced with gadolinium. The surgical 
procedure was reexploration of the previous 
operation site, extension of the exposure by either 
hemilaminectomy or laminectomy. The standard 
surgical technique with  extensive tissue dissection 
to expose and extradural exploration with excision of 
scar and herniated material was employed. . The 
relation of the herniated material with the nerve root 
in the extradural canal was also noted. Loupes with × 
3.5 magnification and fiberoptic lighting were used 
in 13 of 21 cases. Postoperative leg pain was assessed 
using VAS mean leg score preoperatively, on 3rd 
postoperative day and the 7th postoperative day 
Results: Pain recurred in 57.14% after 1 year. Pain 
recurred in the same leg in 66.66%, in contralateral 
leg in 23.80%, and in both legs in 9.52 %. Fourteen  
patients (66.66%) experienced  Lumbar Disc 
Herniation (LDH) recurrence following single level 
discectomy. The most common level involved was 
L4-L5 (11 cases) and the mean length of time to 
recurrence was 12 weeks. Postoperative pain scores 
were better than Preoperative scores when 
compared. 
Conclusions:  The likelihood that reoperation 
would relieve pain was less than  the original 
surgery. Excision of scar alone or dorsal root 
resection (Rhizotomy) was of no value in these cases. 
Key Words: Lumbar Disc, pain recurrence. 
 
Introduction 
         Disorders of the spine are leading causes of 
disability worldwide in the adult working population. 
Degenerative disc diseases are the most common 
spinal disorder today. In the US, nearly 300,000 spinal 
surgeries are performed annually. The cost of disc 
surgeries exceeds $50 billion US. 1  Collectively 1.5 
million disc surgeries are performed worldwide every 
year.2The annual incidence of discogenic sciatica is 5 in 
1000. Usually successful, lumbar disc surgery fails to 
provide adequate long term pain relief for 8% to 25% 
of patients.3-6 Failure to relieve stenosis (along with 
operating at the incorrect level) is one of most 
preventable causes for failed-back syndrome; but 
reoperation carries with it a higher rate of 
complications and a lower rate of success. When these 
measures fail, possibility of attempting another 
operation arises. Recurrent lumbar disc disease 
(reherniation on the same side and at the same level 
where a previous discectomy had been performed) can 
present a formidable challenge in the treatment of 
patients with radiculopathy. Initially, there exists a 
diagnostic challenge, differentiating disc material from 
residual bone hypertrophy and epidural scar 
formation. It is a therapeutic dilemma when it 
necessitates reoperation.2,8 
     There is a progressively larger group of patients 
whose condition worsens following each operation, 
and the long-term success rate tends to drop in those 
patients who undergo multiple operations at the same 
level in the lumbar spine. 7-11 Careful patient selection 
is of paramount importance in determining a 
candidate for re-operation. The standard surgical 
technique for recurrence utilizes a more extensive 
tissue dissection to aid with exposure.7 
     Increased visualization facilitates tissue 
manipulation and increases the surgeon’s 
understanding of the exposed anatomy. The increased 
morbidity associated with repeated surgery may be 
partially related to operating in an area without 
smooth tissue planes and with distorted anatomy. This 
is known to increase the risks of surgery as well as 
postoperative pain. It is understandable, given this 
distortion of anatomy and increased risks, that one 
would want to maximize the area seen.10,17-20,28  
 
Patients and Methods  
     This  prospective study, included  a total of 145 
diagnosed patients of prolapsed lumbar discs who 
were operated  at  Asser Central Hospital Abha Saudi 
Arabia, Frontier Medical College / Women Medical 
College Abbottabad from  March 2001 to August  2012 
and  included operations done in private clinics. 
Twenty one patients out of 145 complained of 
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recurrence of their pain. Patient who underwent 
reoperation within 1 month of previous surgery were 
excluded. All patients underwent MRI lumbosacral 
spine and when needed enhanced with gadolinium in 
addition to routine investigations like Hematology 
screens and Plain X rays(Fig 1). Where MRI was not 
possible, CT-Myelogram was obtained. 
   The surgical procedure was reexploration of the 
previous operation site, extension of the exposure by 
either hemilaminectomy or laminectomy. Loupes with 
× 3.5 magnification and fiberoptic lighting were used 
in 13 of 21 cases. All patients were operated upon in 
the prone position under general anesthesia. Revision 
laminectomy and discectomy  employed the standard 
surgical technique, starting at an area known to be 
intact, finding landmarks, beginning medially, and 
working out laterally to locate the pathological entity. 
In creating the surgical exposure, concentration was  
on removing scar from the lamina to make a clear 
identification of the previous laminotomy edges. 
Curettes were then used to dissect the scar from the 
osseous margins. Care was taken to delineate  
meticulously the bone from the scar to avoid violating 
the dura mater. Dissection then was advanced laterally 
in the canal. Identification of pedicles allowed for 
clean separation of the scar tissue from bone as well as 
identification of the disc space. Attention was  focused 
during exploration on  whether the nucleus pulposus 
had reherniated through the anulus fibrosus or 
enough scar tissue was present to produce mass effect, 
or a pseudomeningocele was present. The relation of 
the herniated material with the nerve root in the 
extradural canal was also noted.The use of an 
operative microscope later in our series greatly 
improved identification and separation of tissues. 
Fusion was not needed as spinal instability was not in 
question in any patient. Outcome was assessed by 
patients’ satisfaction to the result of surgery, mean 
decrease in Visual Analogue Scale (VAS) leg pain 
score (mean preoperative to mean postoperative at 3rd 
postoperative day to mean postoperative  at 7th 
postoperative day)  and documentation of the progress 
in Straight Leg Raise (SLR) sign preoperatively and 
postoperatively. 
 
Results 
     In 21 (14.48%) of the 145 patients who received an 
initial benefit from surgery, pain recurred sooner or 
later, either in the same or the opposite leg. Majority of 
the operations were at L4-L5 level.Pain recurred in 
57.14% patients during the 1st postoperative year, in 
33.33% patients after 2 years and rest afterwards. 
Recurrence of pain was highest in the same 
leg(66.66%)(Table 1). Fourteen  patients (66.66%) 
experienced  Lumbar Disc Herniation (LDH) 
recurrence following single level discectomy.  
Intradural dorsal rhizotomy was attempted in 4 cases 
when no extruded or additional material was seen in 
the disc space. The average postoperative follow-up 
period was 21 months (range 8 to 34 months). Six cases 
had postoperative complications (Table 2). Patients 
were considered to have successful result after their 
reoperation if at the time of final follow-up 
examination patient declared the procedure a success, 
use of medication for pain was limited to NSAIDs and 
 out door activity was not restricted grossly of 21 
patients undergoing reoperation.  
     The mean decrease in VAS leg pain score was 3.21 
point (mean preoperative 8.01 to mean postoperative 
4.80 at 3rd postoperative day). The mean decrease in 
VAS leg pain score was 3.90 points (mean preoperative 
8.01 to mean postoperative 4.11 at 7th postoperative 
day). Majority (90%) reported a decrease in greater 
than 2.5 points at both 3rd and 7th postoperative days. 
SLR with 50 degrees or less was considered positive 
and with more than 50 degrees was considered 
negative. Patients with positive SLR preoperatively 
were 18. At 3rdpost operative day, SLR was negative in 
7 patients and remained positive in 11 patients. At 7th 
postoperative day SLR was negative in 15 patients and 
remained persistently positive in 6 patients. 
Neurological findings were unhelpful in 
distinguishing patients who might benefit from 
reoperation. When the  herniated  disc was found, our  
 
    
 
 
 
 
 
 
 
Figure1: MRI Lumbo-sacral Spine before 1st 
operation (a) and postoperatively  after  recurrence of 
pain (b) 
 
success rate averaged 57%. The presence of scar did 
not worsen this result if herniated disc was present. 
Finding of epidural scar only was followed by a bad 
result. Neither persistence of pain despite previous 
operation nor the mode of its onset in recurrent cases 
were helpful indicators of which patient might benefit 
from reoperation 
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Table 1 . Patient's Data 
Total Cases in the Study  145 
Recurrent LBP and Leg Pain 21 
Age 
          Mean 
          Range 
 
38.5   years 
28-56 years 
Sex 
          Male 
          Female 
 
12 
09 
Level of Recurrence 
          L4-L5 
          L5-S1 
          L3-L4 
          L2-L3  
          L1-L2  
 
11 
06 
02 
01 
01 
Time to recurrence of pain 
         1st year Post Op 
         2nd Year Post Op 
         After 2nd year 
 
12 
07 
02 
Recurrent pain side 
         Same side(as operated) 
         Opposite Side 
         Bilateral 
 
14 
05 
02 
Table 2.Complications 
Wound Infection 02 
Dural Tear 01 
Arachnoiditis 01 
Epidural Hematoma 01 
Discitis 01 
Table 3 . Outcome Measures 
 Pre-
Operative 
3rd Day 
Post Op 
7th Day  Post 
Op 
Visual 
analogue 
Scale (VAS) 
8.01(Range 
7.79-8.21) 
4.80 (4.71-
4.85) 
4.11(4.05-
4.11) 
Patients with 
Positive SLR 
18 11 6 
 
Discussion 
     Lumbar disc degeneration is multifactorial  and  
results in a variety of conditions. Herniation is thought 
to be the result of a defect in the anulus fibrosis, most 
likely the result of excessive stress applied to the disc. 
Histological evaluation has revealed that whatever the 
cause of the tear, the extruded portion always involves 
material from the nucleus pulposus. Herniation most 
often occurs on the posterior or posterolateral aspect of 
the disc. Risks factors for LDH recurrence have been 
previously identified in patients who have undergone 
open discectomy. Factors inherent to the patient 
include young age, male sex, smoking, and a history of 
trauma.6,28 True reherniations (that is, lesions that 
recur at the same level and ipsilateral side) developing 
within 4-6 weeks after surgery are thought to be 
traumatic in nature, whereas spontaneous 
reherniations more typically occur several months 
after the initial surgery.23  
    A pain-free period following a previous operation, 
particularly if  followed by a sudden return of pain, 
might signal a recurrent disc herniation. This would 
lead one to expect that patients with such a history 
would be more apt to benefit from reoperation than 
those in whom there was no pain-free period after a 
previous operation, or those in whom pain returned 
gradually. Recurrent symptoms were only rarely 
associated with disc protrusion at a new site, and a 
very convincing CT-Myelographic  or MRI defect at a 
new site or a neurological deficit clearly suggesting a 
new site of disc herniation is needed to justify surgery 
at a previously unoperated location. 
     Recurrence after primary lumbar discectomy has 
been shown to occur in between 1.7 and 9% of 
patients.1,6,12,15,19,24-26,28  Reports vary on the success rate 
of repeated micro discectomy,44 to 100% being able to 
return to work and 56 to 88% having relief of 
sciatica.15,20,22,23 When recurrence requires additional 
operative intervention, higher surgical morbidity 
exists both in short and the long term. Potential 
problems include an increased incidence of dural 
laceration and nerve root injury, an increased 
incidence of failure to relieve symptoms, an increased 
incidence of need for reoperation, and an increase in 
postoperative pain.16,17,18,22  Rim enhancement on MR 
images has been reported to be related to the 
accumulation of contrast material within the 
vascularized granulation tissue surrounding the 
avascular sequestrated disc.25,26 Together, these 
findings suggest that spontaneous resorption is 
possible in intradural disc herniations that show rim 
enhancement. When rim enhancement is evident on 
Gd-enhanced MR images, there is a possibility of 
spontaneous resorption even though the herniated 
mass may be within the intradural space.When 
radiculopathy is controllable and cauda equina 
syndrome is absent, conservative therapy may 
represent the best option . 
    The main aim of surgery is relief of leg pain rather 
than relief of the neurological deficit. The major 
advantages of early disc surgery is rapid relief of leg 
pain and early return to routine activities.To minimize 
the risks, the common surgical approach is to provide 
wide exposure of the normal adjacent anatomy prior 
to performing revision discectomy although this may 
increase postoperative pain.8  A less invasive and less 
morbid option in the treatment of disc herniation, is 
Microendoscopic Discectomy (MED) for the treatment 
of primary lumbar disc herniation  which has become 
fairly well accepted but  its role in recurrent disc 
Journal of Rawalpindi Medical College (JRMC); 2013;17(2):207-210 
 
 210 
herniation is less clear.14 The reluctance of many 
surgeons to use this technique stems from the concern 
of undertaking an endoscopic discectomy in a patient 
in whom the anatomy is distorted from a previous 
operation. It appears counterintuitive to operate 
through a limited working area when the traditional 
open approach for recurrence favors wider exposure 
of the surgical field.  
   Early surgery does not decrease the risk of long-term 
unsatisfactory outcome. Several studies have shown 
that after 10 years, results are the same, both in 
patients who have undergone surgery and in those 
who have undergone conservative treatment.28  
Conclusions 
1.The long-term effects of surgery in recurrent LDH 
and its positive or negative role in the natural history 
of disc disease are still unclear. Repeat Disc surgery 
should be offered in highly selected patients as it is not 
free of complications.  
2.Neither persistence of pain despite the previous 
operation  nor the mode of its onset in recurrent cases 
were helpful indicators of which patients might benefit 
from reoperation 
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